Introduction: Primary plasmacytoma of the thyroid gland is a rare disease. Extramedullary plasmacytoma (EMP) comprises 3-5% of all plasma cell neoplasm. Case report: A 57-yearsold female presented with a large thyroid swelling involving the left lobe and isthmus, firm in consistency and moved a little with deglutition. CT scan revealed a large solid tumor (9.5 cm in greatest dimension) affecting thyroid gland. CT scan report gave differential diagnoses of plasmacytoma and metastatic carcinoma. FNAC revealed hypercellular smears composed of plasma cells with eccentrically placed nuclei and perinuclear hoff. Hematological work up and other relevant investigations including urine for Bence Jones protein ruled out multiple myeloma or other plasma cell dyscrasias. Subsequent histopathological examination and IHC (immunohistochemistry) confirmed the diagnosis of primary plasmacytoma of thyroid. Discussion: EMP can present with elevated anti thyroid antibodies and can be associated with lymphocytic thyroiditis; however, in our patient these findings were not present.
INTRODUCTION
Plasma cell neoplasms occur because of monoclonal proliferations of B-lymphoid cells. These neoplasms when restricted to one medullary area are termed as solitary bone plasmacytoma whereas, when restrained to one extramedullary soft tissue site are termed as extramedullary plasmacytoma (EMP). [1] EMP comprises 3-5% of all plasma cell tumors and commonly involves the head and neck regions. [2] Involvement of the thyroid gland by EMP is a rare event. [3] We report a case of solitary plasmacytoma of thyroid gland in a woman diagnosed by FNAC.
CASE REPORT
A 57 years old female presented with a rapidly growing neck mass for three months and mild dysphagia for duration of one month. Patient had no significant past history of illness. On clinical examination, the thyroid gland was painlessly enlarged, more prominent on the left side, nodular and firm in consistency. ( Figure 1A ) No lymph node enlargement was found. Examination of other systems was within normal limits. Thyroid profile, serum calcium, serum phosphatase were within normal limits. Antiperoxidase and antithyroglobulin antibodies were negative. Ultrasonography of the thyroid detected hypoechoic, heterogenous areas in the left lobe and isthmus suggestive of a space-occupying lesion. Thoraco abdominal CT scan was normal with no pulmonary lesion, no mediastinal lymph nodes and no hepatosplenomegaly detected. Hematological investigations (peripheral blood smear, bone marrow aspiration and biopsy) did not show increased plasma cells. Serum/urinary M protein or urinary Bence Jones protein was not detected. X-ray skeletal survey was within normal limits. The patient underwent total thyroidectomy. Gross examination of the thyroidectomy specimen showed the left lobe with an isthmus measuring 6×5.6×4.2 cm and the right lobe measuring 2.5×4×3.2 cm. The cut surfaces of the left lobe, isthmus showed a nodular mass, which was yellowish tan in color and fleshy in appearance. The right lobe did not reveal any mass and was reddish brown in color. Histopathological examination revealed dense infiltration of thyroid tissue by plasma cells. The plasma cells were arranged in diffuse sheets. The plasma cells varied from mature to immature cells. Many binucleated and a few multinucleated plasma cells were noted. (Figure 1D, 1E ) Based on morphological features, a provisional diagnosis of plasmacytoma was given and immunohistochemistry (IHC) was suggested for confirmatory diagnosis. IHC showed a plasmacytoid neoplasm positive for CD138 ( Figure 1F ) and CD38. The tumor cells were negative for CD19 CD20 and CD45 and therefore lymphoplasmacytic lymphoma was ruled out. Thus, a confirmatory diagnosis of primary extramedullary plasmacytoma of thyroid was established. Patient did not receive any adjuvant chemotherapy or radiotherapy. Six months follow-up was uneventful without any recurrence.
DISCUSSION
Plasma cell dyscrasias or monoclonal gammopathies include six major entities namely multiple myeloma, lymphoplasmacytic lymphoma, localized plasmacytoma, heavy chain disease, primary amyloidosis and monoclonal gammopathy of undetermined significance. Beguin et al. found only two cases of plasmacytoma in 14000 thyroid surgeries. [4] EMP of thyroid usually presents as rapidly growing painless, firm, mobile, multinodular or diffuse thyroid mass. [5, 6] EMP occurs in a wide age group of 19 to 82 years with female predominance. [4, 7] Patients usually have normal thyroid profiles however; elevation of anti-thyroid antibodies was documented in some cases. [8, 9] Our patient had normal thyroid profile. Lymphocytic thyroiditis is usually accompanies EMP of thyroid gland [4] however, some studies have not found any association between lymphocytic thyroiditis and EMP. [10] In our case; we did not find any histological features of underlying lymphocytic thyroiditis. Common histological mimickers of EMP thyroid include medullary carcinoma of thyroid [11] and lymphoplasmacytic lymphoma. It is also essential to rule out multiple myeloma in order to establish a diagnosis of EMP. The diagnostic criteria of EMP include histopathological evidence of monoclonal plasma cell infiltration, < 5% of plasma cells at bone marrow examination, no skeletal lytic lesion, no evidence of hypercalcaemia or kidney failure and low levels of M protein if it exists. [12] In our case, neither M protein nor Bence Jones protein was present. EMP can be classified into three stages. [13] Mainstay of the treatment of EMP includes surgical excision or radiotherapy with or without chemotherapy. [14] The clinical course of EMP is favorable with a 70% disease free survival at ten years. [15] The rate of progress of EMP to multiple myeloma ranges from 11% to 30% at ten years. [16] CONCLUSION Extra medullary plasmacytoma of thyoid is extremely rare. It generally presents with lymphocytic thyroiditis; however, in some cases plasmacytoma of thyroid can present without it. Thyroid plasmacytoma can mimic medullary carcinoma of thyroid and lymphoplasmacytic thyroiditis. Correlation between cytological, histological and immuno histochemical findings helps in solving diagnostic dilemmas.
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